SUMMARY Seven patients are presented each with symptomatic malignant melanoma metastases to the alimentary tract. Where practicable, surgical excision of the metastases is justified because two patients have had worthwhile periods of survival.
The metastases ofmalignant melanoma are notorious for appearing many years after the primary and for their myriad clinical manifestations. Even so, symptomatic metastases to the alimentary tract are uncommon. Seven patients are described who presented with alimentary tract lesions which proved to be late metastases from malignant melanoma.
These patients were all initially treated at Frenchay Hospital during the last 20 years. In each case, the primary malignant melanoma of the skin was excised widely, subsequently confirmed histologically, and the defect covered with a split skin graft. The patients were regularly re-examined. However, from two to 12 years later each patient was urgently referred to a general surgeon or physician, usually with symptoms of weight loss, cachexia, and anaemia. The case histories are summarized in the Table. Two patients (cases 4 and 5) were unfit for surgery and soon died; the diagnosis of metastases in the (Raven and Dawson, 1964) . Jones (1961) reviewing the literature found six cases of primary melanoma of the gall bladder-a derivative of the foregut. A few malignant melanomas of the small bowel have been reported where the histology suggested secondary spread, but no primary could be found (Willis, 1967 (De Castro et al., 1957) . Practically all the other tumour metastases originated from primaries within the abdomen or pelvis. The small bowel is the commonest site for alimentary tract metastases from malignant melanoma as in cases 1-6. Gastric malignant melanomametastasesare less common (cases, 3, 6, and 7) and large bowel metastases rare (Harris, 1964) . Possibly, metastases in the stomach and small bowel are commoner than in the large bowel because of their relative blood supplies. Bodenham and Hiles (1971) incompetent, such tumours grew in both stomach and small intestine, and he suggested that there might be a local immunological defence mechanism in the small gut. Alimentary metastases of malignant melanoma frequently present with gastrointestinal bleeding, which may be occult as in cases 1 and 3 or acute as in cases 2, 6, and 7. Metastases can cause intestinal obstruction by intussusception (Macbeth et al., 1969) , while other less common presentations include vague abdominal pain and occasionally malabsorption (Benisch et al., 1972) . The diagnosis of recurrent malignant melanoma is rarely considered in the differential diagnosis of occult gastrointestinal bleeding, due to lack of awareness and to the long disease-free interval these patients often display.
Radiographic contrast studies of the bowel are frequently negative (Das Gupta and Brasfield, 1964) but may show ulcers in the stomach (case 3, Fig. 1) , or large bowel. Recent improvements in small bowel radiology and mesenteric angiography may improve the preoperative diagnosis in cases of small bowel metastases. Endoscopy can be misleading (as in case 3 when the lesion was thought to be a benign gastric ulcer, but no biopsy was taken). The prognosis in these patients is unpredictable. Multiple deposits make surgical excision impracticable and the outlook correspondingly grave (case 3, Fig. 2 ). When the lesion is solitary, as in cases 2 and 7, or there are several closely related lesions (case 1, Fig. 3 ) excision is practicable and will deal with the initial problem of haemorrhage. How this affects the prognosis is impossible to say on the available data, but case 7 shows that surgery may well be rewarding. Macbeth et al. (1969) report a similar case where the patient was alive and well four years later.
Malignant melanoma metastases in the bowel are commoner than one might think. Increased awareness of the problem may lead to earlier diagnosis and better surgical results. 
